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2009 Seasonal Vaccination Reimbursement for members of
Chinese Community Health Plan (CCHP) and
Chinese Community Health Care Association (CCHCA)
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MEMBER INFORMATION (Please Print) | & B % ¥ (F5H IEMEEE)

Member Name | & B #: 44 [ Male | B Birth Date | Hi £ H #]
[ ] Female | &
Member’s Address | & B {Eht Daytime Contact #
H [ B 4% Bl

Name of your current medical insurance company | %% 37 i B8 3 {5 {5 A\ 5] 44 7% Member ID # | & B 5515

Facility Name and Address where vaccination was received Date of Vaccination

52 R TS BB R 4 R R ik ERBHEN HH

Cost of Vaccination (Reimbursement limit up to $25 dollars)
RSB A (B Bl #H 45 $25.00)

Submit your reimbursement voucher and ORIGINAL RECEIPT:
EAUT — SR R KR IEA

By Mail | #%: CCHP, 445 Grant Ave., Ste.700, San Francisco, CA 94108
In Person | #ii: CCHP Member Services, 835 Jackson Street, San Francisco, CA 94133
Questions | ZFJFEE: 415-834-2118
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